ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-012322

DEFARTMENT OF PUBLIC HEALTH AND WELFAR s — -

) . . T - / STATE FILE NUMBER
DO NOT WRITE AMENDED Registr. JJ 1T uanlry Registration District No.s.._)_____é_ egistrar's No. ___(g_ _______ -

ON THIS STUB P - g U ‘agz

1. PLACE OE%EATH" .- 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bLefore
VS 300 ». COUNTY a STATE
Rev. 4/59

. b, COUNTY admi
Lincoln : Hissourt Linzoln mission)
b. CéTY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

# OR .
1OWN  Union (twp) TOW  Union  (tup) Yo O No M

c. FULL NAME QF [If NOT in hospital, give focation Inside Limit d. STREET . i
HOSPITAL OR ( P o fon} imits STREE (1f cuside, give location) Reside on Farm

INSTITUTION 2% N.W. of Davis Mo. Yea(d NoXD 2% Iﬁfisea N.W, of Davis Mo. YesH Ne OO
3. NAME OF DECEASED First g Middle Tost 4 DATE Month Day

(Type or print) OF
’ it DEATH
Walter: ¢hristian Busse March 10,1963
5. SEX 6. COLOR OR RACE 7. Martied [J  Never MarriedEi [8. DATE OF BIRTH | 9- AGE (lest birthday) | IF UNDER | YEAR IF UNDER 24 HR
A N Months | D H | .
Male mt@ Widowad [ Divorced [} Aug. 1’ 1%9 75 n7a a'- ours Min,
10a. USUAL QCCUPATION (Giva kind of work done | 106, KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and stata or country) | 12. GITIZEN OF WHAT COUNIRY

during most. of working life, even if ratired) -
Farn er Fa, Troy Jll. ULS
13a. FATHER'S NAME 13b. MUTHER'S MAIDEN NAME p 14. NAME OF HUSBAND OR WIFE

is ) Bertha Ho
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT

A
83, no, or unknown e1, give war or dates of servi En'a Ib
{Yes, no, or unknownd{ (If v e dates of Mre Clerence F, Spae 7 3% Do lpar
lNTERVAL'B;iWEEN

18. CAUSE OF DEATH [Enter only one cause per line
PART |. DEATH WAS CAUSED BY: ONSET AND'DEATH

IMMEDIATE CAUSE (a} :

DATE AMENDED

Year

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise to
above cayse |[a),
stating the under-
Iying cause [ast. DUE TO {c)

PART 1l. OTHER SIGNIFICANT CONDITICNS CONTRIBUTING TO DEATH but nct related to the terminel PART 11). If decossed was fomale was
disease condition given in PART | [a) there & pregnancy in last 90 days.

[ ves ] 0 Ne lDUnImawn

1. WAS AUTOPSY J 200, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enfer neture of injury in PART | or PART Il of itam 18.]
PERFORMED? ) ] a]
YES [] :NO ]

o TIMELOF  Houl  Month, Day, Year |

INJURY a.m.
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION
WHILE AT WORK [J farm, factory, street, office bldy., etc,)
-NOT WHILE AT WORK ]

e . her live on
21, | attended the d d from and last saw |, slive
Death” occurced at. m on the date stated above, and to the best of my knowledge, from the causes stated.
V 22b. ADDRESS 22c. DATE SIGNED
* | Troy Mo. Manll,63
233, BURIAL, CREMATION, { 23b. DATE . NAME OF CEMETERY OR CREMATORY 23d. |[OCATION (City, town, or county) - {State)
REMOVAL (Specify) -

Removal Mar.13,196% 3t Paul tery Trog Jll.

24. FUNERAL DIRECTOR ADODRESS 25, DAT_E RECl’J. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
) i T!‘OY Mo "'é?//:)% -3 ‘;S/ZA/ ]’ ,;4.(,4—(/(\
.._m Mccny - | y . -

{Licansad Embalmer’s Statement on Reverse Side)

ar titla)

USE BLACK INK
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




e

_{gwi) anire

O cEvad W . .0 RL

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded onithe reverse side of this certificate was embalmed by me,

-

or by __ . Studént Embalmer No.

:w'orkiﬁg under my personal supervision.

Stodent

Signature of Student Embalrier

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING
with the above constitutes grounds for revocahon of Iicense) ] R
If embalmed by a STUDENT he -also’ shall- sngn in his OWN handwriting. )
If this body is not embalmed, fact should be so stated above.
oiIT Myl vicioasl fwsl @ PR el G

ML
PARIE I




